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Public Health: Making the World a Healthier Place through  
Understanding the Root Causes of Health Inequities 
Introduction  
What draws people to careers in public health? For most, it is a desire to make the world 
a healthier place. Public health has the potential to continue to improve health during the coming 
century, but the extent to which we are successful depends in large part upon the quality and 
preparedness of the workforce. As Gebbie (1999) states, ―[A]t the heart of all successful public 
health activities in government agencies as well as in the private and voluntary sectors- are the 
public health workers. (Gebbie, Rosenstock, Hernandez, editors, 2003, p.27) Public health 
professionals must possess the necessary skills, knowledge, and abilities that reflect an 
understanding of the complexities that affect health outcomes. The purpose of this paper is to 
make the case that to function effectively the public health workforce must understand the root 
causes of health inequity and disparities. As a public health leader within a State Health 
Department, my vision is health equity. To achieve this vision public health leadership must 
address the lack of preparation, focus, and concentration of the public health workforce on this 
issue, as well as the development of concrete skills to make a difference in the issue.  
Research Methodology    
Information used to develop this paper includes a literature review and employee 
orientation practices survey administered to the National Association of Chronic Disease 
Directors (NACDD) completed in summer 2009. The literature review questions were: are there 
Social Determinants of Health (SDOH) curricula for public health; and what are the concepts 
that public health workers need to understand and address SDOH, health equity, and health 
disparity?  
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The Employee Orientation Practices Survey sought new employee orientation and 
SDOH, health equity, and health disparity training practices at state health departments. 
(Appendix A) Opinio online survey software was utilized for the survey and the survey period 
was June 2 to June 19, 2009. There were fifty-seven surveys sent to the NACDD membership 
with 44 attempts registered and 25 completions for a 43.8% response rate. The NACDD Health 
Equity Council Steering Committee and the Washington Department of Health, Health Equity 
Team reviewed and commented on the draft survey questions. The survey is comprised of the 
following sections: demographic; new employee orientation training and SDOH; health equity 
and health disparity knowledge; and, staff training. I chose to investigate the area of new 
employee orientation (NEO) due to a long-standing interest in workforce development and 
because of my recent experience transitioning as a director of a local health jurisdiction to state 
employment. Additionally, NACDD is an ideal group to survey because of the linkage between 
chronic disease and SDOH, health equity and healthy disparity.  
Demographic information such as the respondent state, number of programs overseen, 
number of staff supervised and number of employees in the agency, were asked to identify if 
there is a relationship between the size of the agency and the likelihood of providing NEO. 
Additionally, I developed questions to determine the frequency of the NEO and the staff who 
provide the training. All survey respondents indicated the provision of NEO and in the majority 
of states; human resource staff provide the training. From the responses, the inference is that 
NEO is more likely to be provided with regular frequency when the chronic disease director does 
not have primary responsibility. 
Survey questions were developed to identify if states were providing training on SDOH, 
health equity and health disparity as part of NEO. The most common training topic provided in a 
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NEO is policies and procedures, staff introductions, core public health functions, and content 
specific information related to the specific programs where staff will be working. Three 
responses indicated provision of SDOH training, health equity in two, and health disparity in 
one, which indicates that most state health department NEO training does not include the key 
concepts of SDOH, health equity, or health disparity. Additionally I asked the question ―Is it 
important to train staff in the concepts of SDOH?‖ Ninety-six percent of respondents answered 
yes. Respondent comments state that there is a lack of tools to provide this specific training for 
staff, e.g., ―having a guide that provides an overview and illustrates promising practices and 
having simple definitions in a presentation or handout with simple concrete examples for staff.‖  
Background and Evidence  
Chronic diseases such as cancer, heart disease, and diabetes are the leading causes of death 
and disability in the United States, which corresponds to 1.7 million deaths each year. (Centers 
for Disease Control [CDC], 2009) These illnesses disproportionately affect communities of color 
and lower wealth communities. (National Center for Health Statistics, Health United States, 
2006) These populations do not experience different injuries and illnesses than the rest of the 
population; they suffer from the same injuries and illnesses, only more frequently and severely. 
(Prevention Institute, 2009). For example: 
 Compared to Whites, American Indians and Alaska Natives are 2.3 times more likely to have 
diagnosed diabetes, African Americans are 2.2 times more likely, and Latinos are 1.6 times 
more likely. (CDC, 2007) 
 
 Premature death rates from cardiovascular disease (i.e., between the ages of 5 and 64) were 
substantially higher in minority zip codes than in non-minority zip codes. (National Minority 
Health Month Foundation, March 2007) 
 
 
 College graduates can expect to live at least five years longer than those who have not 
finished high school, and almost two years longer than those who did not finish college. 
(California Newsreel, Unnatural Causes, 2008). 
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 Among African Americans between the ages of 10 and 24, homicide is the leading cause of 
death. In the same age range, homicide is the second leading cause of death for Hispanics, 
and the third leading cause of death for American Indians, Alaska Natives, and Asian/Pacific 
Islanders. (CDC, February 2006).  Homicide rates among non-Hispanic, African American 
males 10-24 years of age (58.3 per 100,000) exceed those of Hispanic males (20.9 per 
100,000) and non-Hispanic, White males in the same age group (3.3 per 100,000) (CDC, 
National Center for Injury Prevention and Control). 
 
 Native Americans have a motor vehicle death rate that is more than 1.5 times greater than   
Whites, Latinos, Asian/Pacific Islanders, and African Americans. (U.S. Department of 
Transportation, May 2006). 
 
 Former U.S. Surgeon General Dr. David Satcher and colleagues calculated that in 2002, 
83,570 African Americans died who would not have if black and white mortality rates were 
equal. That is 229 ―excess deaths‖ per day: the equivalent of an airplane loaded with black 
passengers being shot out of the sky and killing everyone on board every single day of the 
year. (California Newsreel, Unnatural Causes, 2008). 
 
An additional factor that provides evidence for action is that the US population is projected 
to become even more diverse in coming years and achieving a healthy and productive nation will 
increasingly rely on our ability to keep all Americans healthy. According to the US Census 
Bureau, the United States will have a more racially and ethnically diverse population by 2042 as 
minority groups will outnumber the white population by that year. Not only will the nation be 
more racially and ethnically diverse at midcentury, it will be older. One in five people will be 65 
and older by 2050 as that age group more than doubles from today. By 2050, there will be 19 
million people age 85 and older, more than three times that of today‘s number. (U.S Census 
Bureau, 2008).This data suggests that now is the time to invest significantly in prevention to 
reduce racial, ethnic, and economic inequities.  
Multiple definitions of health exist, ranging from a precise biomedical or physical 
definition such the absence of negative biologic circumstances to the broad definition of the 
World Health Organization, ―Health is a state of complete physical, mental, and social well-
being and not merely the absence of disease or infirmity‖ (World Health Organization, [WHO], 
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1948). The traditional view of health is a definition that includes physical states such as the 
absence of disease or of abnormal anatomy or of disability (Lesneski, 2008). For both individuals 
and populations, health does not depend solely on medical care, but also on other factors referred 
to as social determinants of health. The social determinants of health are the conditions in which 
people are born, grow, live, work and age, including the health system. These circumstances are 
shaped by the distribution of money, power, and resources at global, national, and local levels, 
which are themselves influenced by policy choices (WHO, 2009). 
Good health is precious and allows us to enjoy our lives and focus on what is important to 
us- our families, our friends, and our communities. However good health is not experienced 
evenly across society. Low-income individuals and communities of color experience worse 
health due to having less exposure to those SDOH that create opportunities for better health. 
Equity in health implies that everyone should have a fair opportunity to attain his or her full 
health potential and, more pragmatically, that no one should be disadvantaged from achieving 
this potential, if it can be avoided. Equalizing opportunities to be healthy requires addressing the 
most important social and economic determinants of health, including, as stated earlier, not only 
health care but also living conditions in households and communities, working conditions, and 
policies that affect any of these factors. Concern for equal opportunities to be healthy is the basis 
for including within the definition of health equity, the absence of systematic social disparities 
not only in health status but also in its key social determinants (Braveman, 2003).Designing an 
effective approach to reducing and eliminating disparities requires a deeper understanding of the 
ways that economics and oppression shape the underlying factors that are important determinants 
of health and illness. (Davis, Cohen & Mikkelson, 2003) 
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One of the cornerstones of public health is evidence-based decision making. Public health 
workers analyze data and set direction to remediate the issues identified through analysis. Given 
the quantity of data related to health disparities, it would seem that convincing partners to 
address these issues would be simple From the public health point of view, this focus on 
inequality is justified and even morally essential. The result of this mindset is that public health 
often assumes that demonstrating unequal outcomes is sufficient to motivate action- ―let me just 
show you this fact sheet and you will change your mind.” This type of communication typically 
does not work well with the general public, partly because they often see differences in outcomes 
as natural and expected, and even as evidence of a society that is working as it should. It does not 
come as news that Americans of all backgrounds and political leanings tend strongly to believe 
in individual (i.e. personal) responsibility as a guiding principle for how we should live our lives. 
(Wallack and Dorfman, 2008) 
Whether the topic is ―Just Saying No‖ to drugs, ―getting off welfare,‖ making smart buying 
and borrowing decisions, or any number of others, Americans swim in a sea of cues (in 
advertising, popular entertainment, political rhetoric, etc.) about the importance and power of 
individual responsibility in our lives. According to this common view, our society would not 
have the success and prosperity we have if not for Americans‘ ―rugged individualism,‖ and our 
cultural emphasis on this core value. This is one important reason why any discussion of unequal 
outcomes is immediately met with questions (or assumptions) about what people could and 
should have done to improve their outcomes. (Wallack and Dorfman, 2008) 
For public health to be successful in moving the health equity agenda, it will require 
learning how to frame these issues and how to shift the conversation from individuals to 
institutions and systems. Instead, we should talk about housing, transportation, education, health, 
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and prison systems. Ultimately, advocates will have to bridge the old frames to the new, or find 
mechanisms to share new ways to talk about old problems. Ultimately, inequality is about our 
society, not individuals. Inequity needs to be seen as a structural problem: a matter of public 
policy, not just personal behavior. (Wallack and Dorfman, 2008) 
Conceptual Framework  
The Bay Area Regional Health Inequities Initiative (BARHII) is a regional collaboration 
between Alameda, Contra Costa, Marin, San Francisco, San Mateo, Santa Clara, and Solano 
counties, and the City of Berkeley. The mission of BARHII is to transform public health practice 
for eliminating health inequities using a broad spectrum of approaches that create healthy 
communities. (Bay Area Regional Health Inequities Initiative, [BARHII,] 2008)  
BARHII developed a conceptual framework or visual representation of the pathways and 
factors that influence health (Figure 1). In public health, upstream approaches seek the causes of 
disease and disability and address problems through prevention rather than treatment. The 
upstream metaphor goes like this: People are drowning in a river. Rescue workers are pulling 
them out but soon realize that no matter how hard they work, there are always more people 
floating downstream. Public health workers decide to take a walk upstream, to see why people 
are falling into the river in the first place.  
On the far right end of the BARHII framework is the medical model focus or a 
downstream approach. While genetics and access to medical care influence the development and 
progression of diseases such as diabetes, we also know that obesity is a leading cause of diabetes. 
An unhealthy diet and lack of physical activity are risk behaviors that can lead to diabetes. Public 
health interventions may attempt to educate people about the risks associated with these 
behaviors. The BARHII framework depicts these various downstream determinants of health as 
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the ―disease and injury‖ and ―risk behaviors‖ boxes. A combination of the healthcare system, 
one‘s genetics, health education, and one‘s own health knowledge together all influence and 
address these determinants. Historically, healthcare spending and public efforts have 
concentrated in these downstream areas. (BARHII, 2008) 
Figure 1 
 
However, a person‘s access to affordable food and a safe environment for physical 
activity is highly dependent on ―neighborhood conditions,‖ a health determinant in the upstream 
area of BARHII‘s framework. Thus, a person‘s ability to change his behavior is highly 
influenced by where he lives. If we consider where people choose to live, (or are able to afford to 
live) and the neighborhood conditions that are present, we see that governments and businesses 
shape the physical environment through investment or lack thereof, hence the inclusion of 
―institutional power‖ in BARHII‘s framework. For example, grocery store chains tend to invest 
in stores in suburban areas and choose not to operate in inner cities. Finally, if we look at the 
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historical reasons for government disinvestment in inner cities, we see that ―social inequalities‖ 
such as racism played a prominent role in these decisions. BARHII‘s newest focus and our 
project concentrate on this left-most determinant of health, ―social inequalities (BARHII, 2008) 
While this visual representation assists in seeing the link between socioeconomic 
disparities and poor health outcomes, the mechanisms responsible for the association are less 
understood. (Adler & Newman, 2002) 
  
Once there is understanding of the pathways, the actions 
that will effectively reduce disparities become clearer. (Davis, Cohen & Mikkelson, 2003) 
Eliminating racial and ethnic disparities in health will require enhanced efforts at preventing 
disease, promoting health, and delivering appropriate care. Additionally, eliminating health 
disparities will require new knowledge about the determinants of disease, causes of health 
disparities, and effective interventions for prevention and treatment. It will also require 
improving access to the benefits of society, including quality preventive and treatment services, 
as well as innovative ways of working in partnership with health care systems, State and local 
governments, tribal governments, academia, national and community-based organizations, and 
communities. (CDC, Office of Minority Health Disparities [CDC-OMHD], 2009) 
The Public Health Vision vs. Reality  
Healthy People 2010, the Nation's prevention agenda, is designed to achieve two 
overarching goals: 1) Increase quality and years of healthy life; and 2) Eliminate health 
disparities. The second goal of Healthy People 2010 to eliminate health disparities includes 
differences that occur by gender, race or ethnicity, education or income, disability, geographic 
location, or sexual orientation. Compelling evidence indicates that race and ethnicity correlate 
with persistent, and often increasing, health disparities among U.S. populations in all these 
categories and demands national attention. Because racial and ethnic minority groups are 
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expected to comprise an increasingly larger proportion of the U.S. population in coming years, 
the future health of America will be greatly influenced by our success in improving the health of 
these groups. Despite great improvements in the overall health of the nation, Americans who are 
members of racial and ethnic minority groups, including blacks or African Americans, American 
Indians and Alaska Natives, Asian Americans, Hispanics or Latinos, and Other Pacific Islanders, 
are more likely than whites to have poor health and to die prematurely.(CDC, OMHD, 2009) 
The Committee on Assuring the Health of the Public in the 21st Century began with a 
vision—healthy people in healthy communities. This is not a new idea, but it is the guiding 
vision of Healthy People 2010, the prevention agenda for the nation. The committee embraced 
that vision and began discussing who should be responsible for assuring America‘s health at the 
beginning of the twenty-first century—a duty historically assigned to governmental public health 
agencies, through the work of national, state, tribal, and local departments of health. Current 
realities indicate that this is no longer sufficient. On the one hand, government has a unique 
responsibility to promote and protect the health of the people built on a constitutional, 
theoretical, and practical foundation. However, governmental public health agencies alone 
cannot assure the nation‘s health. First, public resources are finite, and the public‘s health is just 
one of many priorities. Second, democratic societies define and limit the types of actions that can 
be undertaken only by government and reserve other social choices for private institutions. 
Third, the determinants that interact to create good or ill health derive from various sources and 
sectors. Among other factors, laws and policies, employment and income, and social norms 
influence and shape health. (McGinnis et al., 2002) Fourth, there is a growing recognition that 
individuals, communities, and various social institutions can form powerful collaborative 
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relationships to improve health that government alone cannot replicate. (Committee on Assuring 
the Health of the Public in the 21st Century, [IOM], 2002)  
The vision of eliminating health disparities will take concerted attention, leadership, and 
investment. (IOM, 2002) Ronald Heifetz distinguishes leadership challenges around two key 
distinctions: between technical and adaptive and between leadership and authority. Some 
traditional public health work is more technical in nature. Specific examples include sanitation, 
food safety inspections, and communicable disease response. The mode of action required to 
deal with this type of routine work is much different from action required for those that demand 
innovation and learning. Because knowledge of how to address these types of issues is developed 
through organizational procedures, they are considered technical in nature. It is typical in these 
types of technical situations when there is an issue, to look to authority to solve the problem or 
―fix it.‖ The authority systems know how to respond because we have solutions in place; the 
stresses generated by these problems are temporary. (Heifetz, 1994) 
Adaptive leadership consists of the learning required to address conflicts in the values 
that people hold or to diminish the gap between the values that people stand for and the reality 
they face. Adaptive work requires a change in values, beliefs, or behavior. Adaptive leadership 
requires the ability to guide a community to learn new ways of doing business and expose and 
orchestrate conflict – internal contradictions - within individuals and constituencies provides 
leverage for mobilizing people to learn new ways. (Heifetz, 1998, p. 22) The rulebook of known 
organizational procedure for addressing health equity has not been set for public health, and as a 
result, requires adaptive leadership. Tension may arise for those that hold the value or deeply 
held belief of individual responsibility, or as referenced by Wallack and Dorfman, as ―rugged 
individualism.‖ The notion that behavior is shaped by environments and policies causes a 
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conflict in these deeply held beliefs. Leadership must work to expose these types of underlying 
conflicts and identify mechanisms to understand it so that public health can work to address 
these new ways of doing business.  
To inform understanding of the gap between vision of health equity and the current 
reality, the next section includes a review of  current public health system workforce 
development related to SDOH, health equity and health disparity. The current reality of public 
health practice is more technical in nature and to address health disparities creates some adaptive 
challenges for leadership. This understanding of the gap between the vision and reality is the key 
to shaping responsive solutions. 
Key SDOH Concepts   
A literature review completed in summer 2009 asked the questions: what are the concepts 
that public health should have to understand and address SDOH, health equity and health 
disparity? Key concepts help to inform what knowledge is required to improve health outcomes. 
These key concepts should link up to competency and or related skill sets. Table 1 lists key 
concepts from a review of twenty-one articles related to SDOH, health equity, and health 
disparity.  
Table 1   Key Social Determinants of Health Concepts  
Social determinants of health The social determinants of health are the conditions in which people are 
born, grow, live, work and age, including the health system. These circumstances are shaped by the 
distribution of money, power, and resources at global, national, and local levels, which are themselves 
influenced by policy choices. The social determinants of health are mostly responsible for health 
inequities - the unfair and avoidable differences in health status seen within and between countries. 
(WHO, 2009) 
Health disparity are differences in the incidence, prevalence, mortality, burden of diseases and other 
adverse health conditions or outcomes that exist among specific population groups in the United States. 
Health disparities can affect populations groups based on gender, age, ethnicity, socioeconomic status, 
geography, sexual orientation, disability, or special health care needs and occur among groups who have 
persistently experienced historical trauma, social disadvantage or discrimination, and systematically 
experience worse health or greater health risks than more advantaged social groups. (National Association 
of Chronic Disease Directors, 2006)  
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Health equity can be defined as the absence of unfair and avoidable or remediable differences in health 
among populations or groups defined socially,  to resources such as education, transportation, health care, 
clean living, and healthy work environment. For example, this may mean that all citizens in a community 
have equal access to resources. As a result, all citizens are on the same playing field. (Whitehead, 1992) 
Health inequality and inequity Health inequality refers simply to the uneven distribution of health in or 
between populations. This uneven distribution in turn leads to disparities. When these kinds of disparities 
occur, the issue becomes one of health inequities – not simply unevenness but unfairness in the 
distribution of health. For example, this may mean in a community that not all citizens have access to 
resources and the resulting impact is on differential health outcomes. (Whitehead, 1992) 
Cultural competency is a set of congruent behaviors, attitudes, and policies that come together in a 
system, agency, or among professionals that enables effective work in cross-cultural situations. 'Culture' 
refers to integrated patterns of human behavior that include the language, thoughts, communications, 
actions, customs, beliefs, values, and institutions of racial, ethnic, religious, or social groups. 
'Competence' implies having the capacity to function effectively as an individual and an organization 
within the context of the cultural beliefs, behaviors, and needs presented by consumers and their 
communities. (Adapted from Cross, 1989).  
Cultural humility is a lifelong process of self-reflection and self-critique. Cultural humility does not 
require mastery of lists of "different" or peculiar beliefs and behaviors that supposedly pertain to certain 
groups of patients. This requires the development of a respectful partnership through patient-focused 
interviewing, exploring similarities and differences between his own and each patient's priorities, goals, 
and capacities. The most serious barrier to culturally appropriate care is the failure to develop self-
awareness and a respectful attitude toward diverse points of view. Ideally, being appropriately cognizant 
of and responsive to cultural issues should not be thought of as reaching a "competency," so much as 
engaging in an ongoing process of honing and applying skills for self-awareness and for respectful 
recognition of the unique perspective each patient brings to the clinical encounter. (Tervalon and Garcia, 
1998) 
Racism  
 Institutionalized racism –Differential access to quality education, sound  housing, gainful 
employment, appropriate medical facilities, and a clean environment. Institutionalized racism is 
normative, sometimes legalized, and often manifests as inherited disadvantage. It is structural, having 
been codified in our institutions of custom, practice, and law, so there need not be an identifiable 
perpetrator. Examples of institutionalized racism are: degree of residential segregation, median home 
value, school spending per pupil, number of toxic dumpsites, and community voter registration rates. 
(Jones, 2000)  
 Personally mediated – is defined as prejudice and discrimination where prejudice means differential 
assumptions about the abilities, motives, and intentions of others according to their race. This is what 
most people think of when they hear the word ―racism.‖ Examples of personally mediated racism are: 
differentials in medical procedure utilization, patterns of hiring, retention, and promotion and 
differentials in criminal sentencing. (Jones, 2000) 
 Internalized racism- is defined as acceptance by members of the stigmatized races of negative 
messages about their abilities and intrinsic worth. It involves limitations to one‘s own humility. 
Internalized racism is demonstrated through embracing of whiteness (hair straightener, skin 
bleaching)-   the ―white man‘s ice is colder‖ syndrome. Examples of internalized racism are: personal 
voting history, hiring or purchasing preferences and history, dating histories by ―race‖ and skin color, 
perceptions of beauty and measures of self-efficacy. (Jones, 2000) 
Chain of events 
Chain of events is thought of as a continual accumulation or cumulative impact of unfavorable events 
affecting people‘s health connected to their broader social context. Social context includes the many 
factors that influence health – such as housing, lifestyle, relationships, and environment. An example of 
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this is demonstrated through a child born into poverty and lives in a neighborhood with substandard 
housing and limited taxes contributing to the community. Because of the limited taxes and investment in 
community infrastructure, t the quality of the schools is poor and there is less access to other health 
promoting resources. This over time has a cumulative effect on the child‘s health, prior to adulthood the 
odds are stacked against them. (Pakras and Baquet, 2002)  
Social Gradient  
Health is a matter of position in the social hierarchy, suggesting some concept of relative rather than 
absolute deprivation. Groups are stratified according to income levels and education. Socioeconomic 
position locates the underlying mechanisms of social stratification and the creation of social inequities. 
These socioeconomic stratification mechanisms can be described as structural determinants of health or 
as the social determinants of health inequities. (Wilkinson and Marmot, 2003)  
The poorest of the poor, around the world, have the worst health. Within countries, the evidence shows 
that in general the lower an individual‘s socioeconomic position the worse their health. There is a social 
gradient in health that runs from top to bottom of the socioeconomic spectrum. This is a global 
phenomenon, seen in low, middle, and high-income countries. The social gradient in health means that 
health inequities affect everyone. For example, if you look at under-5 mortality rates by level of 
household wealth you see that within counties the relation between socioeconomic level and health is 
graded. The poorest have the highest under-5 mortality rates, and people in the second highest quintile of 
household wealth have higher mortality in their offspring than those in the highest quintile. This is the 
social gradient in health.(WHO, 2009) 
 
Knowledge + Understanding + Practice = Competency 
 
A little formula for competency; competency can be translated into knowledge and your 
understanding, and then putting that into practice (Steffen, 2008). Competence is a professional 
and moral obligation oriented to the highest standards of performance. Competencies are used to 
develop, deliver, and evaluate instruction; identify job responsibilities and assess individual and 
organizational capacity (Miner, Childers, Alperin, Cioffi, & Hunt, 2005) Educators generally 
agree that competency or outcomes-based education can improve individual performance. 
(Calhoun, Kalpana, McGean Weist, & Shortell, 2008)  
In 2004, the Association of Schools of Public Health (ASPH) developed a set of five 
competencies for the master of public health degree. The five core competencies are; statistics, 
epidemiology, environmental health, health policy and management, and social and behavioral 
sciences. These competencies were developed to respond to the challenges of 21
st
 century public 
health practice, increased expectations around accountability in higher education and potential 
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for a voluntary credentialing exam for public health graduates.(ASPH, 2006)  In 2006, ASPH 
added seven crosscutting competencies; communication and informatics, diversity and culture, 
leadership, professionalism, program planning, public health biology and systems thinking. 
These crosscutting competencies are not a requirement but serve to provide guidance on 
provision of a baseline overview of the knowledge, skills, and other attributes expected of 
emerging public health professionals. Due to the lack of a directive for schools to address all 
crosscutting competencies, there is no guarantee that the crosscutting competencies will be 
offered in schools of public health. While all of these competencies are important, a few are 
relevant to the key social determinants of health concepts identified in Table 1  The Diversity 
and Culture Competency is defined as ―the ability to interact with both diverse individuals and 
communities to produce or impact an intended public health outcome‖ (Table 2). (ASPH, 2006) 
Table 2 Diversity and Culture Crosscutting Competency Domain Areas: 
 
 
1. Differentiate among availability, acceptability, and accessibility of health care across 
diverse populations 
2. Describe the role of history, power, privilege and structural inequality in producing health 
disparities  
3. Use the basic concepts and skills involved in culturally appropriate community engagement 
and empowerment with diverse communities  
4. Discuss the importance and characteristics of a sustainable diverse public health workforce  
5. Explain why cultural competence alone cannot address health disparities  
6. Cite examples of situations where consideration of culture-specific needs resulted in a more 
effective modification  or adaptation of a health intervention 
7. Develop public health programs and strategies responsive to the diverse cultural values and 
traditions of the communities being served 
8. Apply the principles of community-based participatory research to improve health in 
diverse populations 
9. Differentiate between linguistic competence, cultural competency, and health literacy in 
public health practice 
10. Explain how professional ethics and practices relate to equity and accountability in diverse 
community settings 
 
The second domain area in the Diversity and Culture Crosscutting Competency links to 
key concepts identified in the literature review. This domain area is an excellent addition to the 
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core competencies for students to learn about the root causes of health inequities. The Systems 
Thinking Crosscutting Competency is also an area that is crucial to SDOH. Today, systems‘ 
thinking is needed more than ever due to the complex public health practice environment. 
Systems‘ thinking is a discipline for seeing the ―structures‖ that underlie complex situations, and 
for discerning high from low leverage change. By seeing the whole we learn how to foster 
health. This broad view can help to quickly identify the root causes of issues and how to address 
them. (Senge, pg. 69, 1990) Addressing the root causes of poor health requires systems thinking. 
These systems thinking skills provide the ability see the indirect and direct influences on health 
through a framework such as the SDOH and their impact on health. 
Current Practice Training Opportunities   
As referenced in the research methodology section, the NACDD survey identified 
employee orientation practices related to SDOH, health equity, and health disparity training 
practices at State Health Departments. (Appendix) NACDD is a national association founded in 
1988 to link the chronic disease program directors of each state and U.S. territories to provide a 
national forum for chronic disease prevention and control efforts. NACDD works to reduce the 
impact of chronic diseases on the American population by advocating for preventative policies 
and programs, encouraging knowledge sharing and developing partnerships for health 
promotion. (NACDD, 2007) Table 3 highlights some of the survey questions and responses. A 
majority of the respondents indicated that they are very aware or aware of the key concepts; the 
perception is that their staff and agency leadership are less aware.  
Table 3       NATIONAL ASSOCIATION OF CHRONIC DISEASE DIRECTORS SURVEY N=25 
NACDD Survey Questions Survey Response 
How aware are you of the concepts of SDOH, 
health equity, and health disparities?  
Very aware             60 percent or 15  
Aware                     40 percent or 10 
How aware of the concepts of SDOH, health equity Very aware             20 percent  - 5 
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and health disparities are your staff? Aware                     52 percent or 13 
Somewhat aware     28 percent or 8  
How aware of the concepts of SDOH, health equity 
and health disparities is the agency leadership 
Very aware –           32 percent or 8 
Aware                      28 percent or 7 
Somewhat aware     40 percent  or 10 
Do you think it is important to train staff on the 
concepts of SDOH, health equity and health 
disparities? 
96 percent                 24 responded  yes  
                                   1 responded – not sure  
 
Is there training provided at new employee 
orientation on SDOH, health equity, and health 
disparities? 
3                                  SDOH  
2                                  Health equity  
1                                  Health disparities. 
 
Are you applying the concepts of SDOH in your 
work at your health department?  
100 percent                  Yes 
Ninety-six percent of the respondents indicated that training staff in SDOH is important, 
yet the actual provision of training in the key concept areas is low. Respondents suggested 
establishing simple definitions presented in handouts or presentation format with concrete 
examples along with the development of a guide to provide an overview and illustrate promising 
practices. Additional suggestions included a need for integrating the concepts of health equity 
and disparities into other competencies and possibly integrated into the NACDD existing 
competencies with specific training materials.  
When asked if the respondents are applying the concepts of SDOH in their work, all 
responded ―yes.‖ The survey comments related to this question further tells the story with 
comments such as; the work is ―slow,‖ and there is some confusion (―we are just now trying to 
figure out what SDOH means‖). While the respondents indicate they are aware of these concepts 
and state they are applying the concepts, the survey comments indicate a lack of understanding 
of the determinants of health and the inability to address the fundamental causes that affect 
health. Given there is no  formalized curriculum to provide leadership with guidance in 
addressing  these concepts, strategies to address SDOH and health inequities are likely being 
implemented  inconsistently through various tools, media, and books, and  at local, regional, 
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state, or national conferences. These survey results and comments indicate a ―call to action‖ to 
address this training gap for public health staff and leadership. 
SDOH Curriculum for Public Health Workforce  
The literature review completed in spring and summer 2009 asked the following 
question: Are there SDOH curricula for public health workers? The review identified three 
relevant curricula and other related resources.  
Alameda County Health Department 
The Alameda County Health Department has developed training curricula consisting of 
five 3.5-hour trainings provided by Alameda County Health Department staff for their staff. 
Since completion of the literature review, the ACHD has made the curriculum available on line. 
Concepts in the training include core functions of public health; cultural competence and cultural 
humility, and the difference between the two; and an overview of historical issues that affect 
cultural competency in health care (Jim Crow, Tuskegee, forced sterilization, institutional 
racism, and personal racism, root causes of inequities – such as segregation, education, 
transportation, and loss of culture). Table 4 includes the training objectives for the Alameda 
County Health Department curriculum. 
Table 4:   Alameda County Health Department Training Objectives 
1. Identify the underlying social, economic, and political conditions that disproportionately 
privilege some groups while disadvantaging others. 
2. What are the competencies related to social determinants of health (SDOH) department, 
and the broader community? 
3. Identify possible next steps to address institutional racism at the agency level 
4. Identify how institutional racism impacts Alameda County residents, especially in 
relation to health outcomes. 
5. Create a safe environment where public health department staff can discuss concerns 
about and ideas for addressing institutional racism and its impact on staff, the health 
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In conversations with, one of the authors of the training curricula, it was noted that the 
modules have been helpful in creating opportunities for dialogue and shared learning 
opportunities in the Alameda County Public Health Department. Adaptation and tailoring of the 
curriculum to local needs is encouraged, such as using local data and situations to illustrate the 
ideas and concepts that fit into the curriculum. These modules are interactive and the training 
sessions attempt to bring forth the life experiences of staff participants for a more enriching 
learning experience. (ACHD, 2009) 
World Health Organization  
The World Health Organization (WHO) has developed an online SDOH training for 
WHO employees. The training is easily accessible and available at no cost. The material is a bit 
dense for an average public health worker whose first exposure to these concepts is this training. 
Training objectives are included in Table 5. The purpose of the introductory module is to raise 
awareness of the SDOH in order to reduce health inequities, encourage changes in the political 
agenda, and contribute to a better administration of social justice and enforcement of human 
rights. (WHO, 2009) 
Table 5    World Health Organization Training Objectives 
1. Understand Health Equity as a value that reflects social justice theory and constitutes a 
basic factor for the right to health.  
2. Recognize the potential of identifying health inequities as a strategic element in 
designing public policies that are more equitable. 
3. Recognize intersectoral policies and concerted action strategies from the SDH 
perspective.  
4. Analyze the recommendations drawn from the reports drafted by the Commission on 
Social Determinants of Health and its nine Knowledge Networks, as well as foster their 
discussion and adoption, taking into account both the conditions and priorities in each 
country 
Introduction to Population Health 
This online course developed by the Canadian Population Health Institute provides basic 
instruction on population health issues for those looking for an introduction to the field. The 
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purpose of the presentation is to highlight the concept of the SDOH, as they relate to the 
population health perspective. By the end, viewers should recognize the basic concepts of 
population health and identify and describe key social determinants of health (i.e. why some 
people are healthier than others). The course takes 30 minutes to complete and is easy to follow. 
The training objectives are to recognize the basic concepts of population health and to identify 
and describe key social determinants of health. (Canadian Population Health, 2009) 
Other Resources  
Unnatural Causes is an acclaimed Public Broadcast System series used by thousands of 
organizations around the country to tackle the root causes of socio-economic and racial 
inequities in health. The four-hour series with seven episodes uncovers startling new findings 
that suggest there is much more to our health than bad habits, health care, or unlucky genes. The 
Unnatural Causes website has tools, handouts, quizzes, and discussion guides to further explore 
these issues. (Unnatural Causes, 2008) 
The Prevention Institute  
The Prevention Institute housed in Oakland, California is in the midst of beta testing their 
online training modules for public health practitioners and advocates interested in policy 
advocacy, community change, and multi-sector engagement to achieve health equity. The 
Prevention Institute is working in partnership with The California Endowment‘s Health 
Exchange Academy and National Association of City and County Health Officials (NACCHO) 
to develop the training modules. Robert Wood Johnson Foundation provided support for this 
effort through their national program designed to strengthen public health capacity through 
policy. The training objectives to take two steps back from medical conditions to behaviors and 
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exposures then to community factors. The training will include pretest, posttest, and interactive 
activities. (Prevention Institute, 2009) 
Tackling Health Inequities through Public Health Practice: A Handbook for Action 
Tackling Health Inequities through Public Health Practice: A Handbook for Action, 
edited by NACCHO offers ideas, insight, and examples for health departments to strengthen 
their capacity for influencing the root causes of? Handbook objectives are: 1) to provide a 
conceptual framework, raise questions, and spur thought for exploring the nature and causes of 
health inequity and what to do about them; and 2) to offer a knowledge base, resources, case 
studies, and suggestions for transforming everyday public health practice, departmental structure, 
and organizational culture in ways that may advance the attack on health inequities. The 
handbook can be a reference tool in a training exercise or dialogue process, a sourcebook for 
case studies, or a supplement and background material to other works. (Hofrichter, 2006)  
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Table 6 Training and Other Resources Summary  
World Health Organization (WHO) -Introduction to SDOH and Political Strategies for Action 
On line training, whose target audience is WHO employees. The module purpose is to raise awareness of SDOH in order to 
reduce health inequities, encourage changes in the political agenda, and contribute to a better administration of social justice 
and enforcement of human rights. 
 
Canadian Population Health Initiative (CPHI) and Canadian Institute for Health Information (CIHI) 
Introduction to Population Health  
Online course designed to provide basic instruction on population health issues for those looking for an introduction to the 
field.  
 
Alameda County Health Department - Public Health 101 Training  
The training consists of 5 modules: Module I-Public Health History, Public Health System, Core Functions and 10 Essential 
Services; Module II: Cultural Competency & Cultural Humility; Module III: Undoing Racism; Module IV: Social & Health 
Equity; Module V: Community Capacity Building 
 
Prevention Institute  -Health Equity and Prevention Primer  
The Health Equity and Prevention Primer is currently being beta tested. It is a web-based training series for public health 
practitioners and advocates interested in policy advocacy, community change, and multi-sector engagement to achieve 
health equity. 
 
California Newsreel - Unnatural Causes  
Four-hour series with seven episodes that uncover startling new findings that suggest there is much more to our health than 
bad habits, health care, or unlucky genes. The Unnatural Causes website has tools, handouts, quizzes, and discussion guides 
for use with groups to further explore these issues. 
 
National Association of City and County Health Officials  – Tackling Health Inequities through Public Health 
Practice: A Handbook for Action  
The focus of the handbook is towards local health department and offers ideas, insight, and examples for health departments 
to strengthen their capacity for influencing the root causes.  
Public Health System Response to Social Determinants of Health  
A consistent set of key SDOH concepts was identified as part of the literature review and 
are listed in Table 1. My assumption is that these concepts should appear in competency and 
training curricula. It is encouraging that ASPH has identified the seven crosscutting 
competencies, which do include some of the key concept areas. Because these crosscutting 
competencies are not required in schools of public health, there is no assurance they will be 
offered in public health curricula. Over the next few years, ASPH will be monitoring schools of 
public health and the implementation and integration of these competencies in their curricula. 
(ASPH, 2006) 
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Several schools are working to assure that information from these crosscutting 
competencies is offered through certificate programs that emphasize how to work toward 
eliminating health disparities. Additionally, the most recent version of the Council on Education 
for Public Health (CEPH) standards and guidelines for public health schools and programs 
includes a requirement that students enrolled in degree programs must demonstrate the 
application of their learning‘s through a practice experience. Another option for students to learn 
of these issues is that most public health schools and programs offer regular seminars—such as 
deans‘ lectures, grand rounds, and brown-bag presentations—that highlight cutting-edge research 
or address pressing public health issues. (ASPH, 2009) 
The NACDD employee survey and curricula literature review indicate there is a lack of 
training for staff in current public health practice. However, there is an emerging effort through 
the development of trainings such as the Prevention Institute Health Equity and Prevention 
Primer. Additionally, it is encouraging to see tools such as Unnatural Causes and NACCHO‘s 
Tackling Health Inequities through Public Health Practice resources available that can be 
adapted for staff training. The challenge may be devoting staff resources and time to learn these 
concepts, adapt, and train on the curriculum and moving staff to act on their new learning‘s. 
Currently, no identified efforts are in place for leadership development in pursuing this new 
agenda.   
Taking Action – Making Change 
In 2001, I was fortunate enough to attend the National Public Health Leadership Institute 
representing Washington State. This experience was transformative in shaping my leadership 
practice. One of my key Institute learning‘s was that as a leader I must set the direction, create 
commitment, and adapt the workforce to the change. The direction I have set is health equity. 
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The current reality is that Washington, as well as the nation, has a widening health gap 
that requires staff action. As I look from the balcony to view current public health practice, I see 
work often approached in a technical manner. To achieve this vision of health equity, I must 
approach it as an adaptive challenge. Adaptive challenges require changing people‘s minds and 
hearts. Heifetz, (1994) states that people have to learn new ways and may have to choose 
between what appear to be contradictory values because of a gap between the value people hold 
and the reality of their lives. These challenges do not have an easy answer or intervention 
cookbook. 
Six months ago, when I began this journey of researching the key concepts to train public 
health workers on SDOH, I clearly did not have an understanding of the historical practices that 
lead to poor health outcomes. Prior to this research, what I had heard and most likely internalized 
is typical or perhaps technical public health ―speak.‖ For example – public health is great at data 
reports and fact sheets that demonstrate individuals with less education and low income tend to 
have poor health outcomes. For some this data translates to a mindset of, ―your individual 
behavior alone shapes health.‖ The impact is an unintended consequence of reinforcing the 
mental models of ―individual behavior‖ due to the lack of ability to frame the issue 
appropriately. I do not recall having the information or the understanding of what historical 
systems are in place that create and perpetuate low income and less education.  
Years of research on how Americans understand and talk about social issues suggests 
that, depending on the audience, discussions of inequality must overcome important and complex 
challenges. In fact, the findings show clearly that when we talk directly about inequality, 
listeners often take away a message that is the opposite of what we intended, and despite our skill 
and our good intentions, the discussion can end up doing more harm than good. While there are 
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certainly some audiences that respond exactly as hoped, communications that are targeted at "the 
general public" can often fall on deaf ears, or worse, when they focus on this theme. The reasons 
have partly to do with American assumptions and values, and at an even deeper level, with the 
(universal) nature of ―everyday thinking,‖ and the mental tools people everywhere use to think 
about the world.(Wallack and Dorfman, 2008) 
In reflecting on current public health practice, I see that we have not truly embraced 
health inequities from an intervention perspective. Understanding the concepts demonstrated in 
the BARHII framework requires staff and leadership to begin to broaden their scope of how 
public health workers should be addressing these issues. One challenge of this work is that many 
of the strategies to address SDOH fall outside current public health practice and authority. The 
Committee for Assuring the Health of the Public in the 21
st
 Century findings calls attention to the 
fact that achieving the vision of healthy people in healthy communities is a difficult and complex 
task. One finding – create a new generation of partnerships to build consensus on health 
priorities and support community and individual health actions-  speaks to the importance and 
usefulness of partnerships to impact health. (IOM, 2002)   
Intersectoral action, a term used in Canada, is defined as a mutually beneficial and well-
defined relationship entered into by two or more sectors intending to take action on an issue to 
achieve health outcomes in a way that is more effective, efficient, and sustainable than could be 
achieved by any one sector alone. (Federal, Provincial and Territorial Advisory Committee on 
Population Health, 1999) There is strong and growing evidence that ―healthy‖ public policy to 
address health inequity must include consideration of domains that are not traditionally 
associated with health but whose influences have health consequences (e.g., the education, 
business, housing, and transportation domains). (IOM, 2002) Successful intersectoral initiatives 
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are, by their nature, challenging for leaders to achieve. Leadership should consider the conditions 
for success in intersectoral action listed in Table 7 as they embark on this new work. (Federal, 
Provincial, and Territorial Advisory Committee on Population Health, 1999) 
Table 7 Conditions for Success in Intersectoral Action  
 Seek shared values, interests, and alignment of purpose among partners and potential partners. 
 Ensure political support; build on positive factors in the policy environment. 
 Engage key partners at the very beginning and be inclusive. 
 Ensure appropriate horizontal linking across sectors as well as vertical linking of levels within 
sectors. 
 Invest in the alliance building process, work for consensus at the planning stage. 
 Focus on concrete objectives and visible results. 
 Ensure leadership, accountability and rewards are shared among partners. 
 Build stable teams of people who work well together and have appropriate supports. 
(Federal, Provincial, and Territorial Advisory Committee on Population Health, 1999) 
An additional issue that makes taking action on SDOH a challenge is categorical funding. 
In public health, funding allocation is by disease, risk factor, or population groups. Funding 
allocation methods have created a sense of security and integrity for the public health workers 
assigned to address their respective programs. Even if there were a shared understanding of the 
root of health inequities, sectors are currently siloed, making   it  difficult to identify a 
mechanism to work collaboratively to provide a coherent, effective set of solutions. Mostly, there 
is a lack of coordination and cross-fertilization across sectors, efforts, and disciplines. This is 
critical to address, because any one organization or sector, let alone any single department or 
division within public health, cannot achieve reducing health inequities. (Prevention Institute, 
May 2009) 
To shift public health work to address health equity it will take leadership to facilitate 
learning and an increased understanding of new ways of doing business. Heifetz, (1994) states 
that adaptive leadership works best when the solutions are unknown and participants must come 
together to discern a new pathway. In addition, this requires a look at the organization's 
Public Health: A Healthier Place-Understanding the Root Causes of Health Inequities 
 
 
28 
 
perceived or real values and how they can be promoted in a way that is of compelling interest. 
Exploring the core values and purposes of the organization requires a deeper level of leadership 
and adaptive challenges, and it is on these challenges that Heifetz focused his attention. Heifetz 
warned there were a number of perils involved in adaptive leadership, because such challenges 
require experimentation, the discovery of new knowledge, and various adjustments throughout 
the organization. Leadership must work to adjust attitudes, values, and behaviors for participants 
to adapt to a new environment. For change to occur, participants may believe they are disloyal to 
their past and some of the constructs and relationships that shaped it. Exploring new possibilities 
may mean entertaining the prospect that current organization processes were ineffective. 
However, staying with the old way may have obscured the deeper and more important concern 
related to core organization purposes. (Heifetz, 1994) 
As the health of certain populations has improved and the health disparities gap widens, 
traditional public health practices come more into question. As public health leaders, we must be 
clear on our sense of purpose and the capacity to find the values that make risk-taking 
meaningful. (Heifetz, 1994, pg. 274)  
Conclusions and Recommendations 
The Future of the Public Health (IOM, 1988) defined the mission of public health as 
―fulfilling society‘s interest in assuring conditions in which people can be healthy.‖ Additionally, 
the report identified the concept of a public health system as one that is a complex network of 
individuals and organizations that when working together, can represent, ―what we as a society 
do collectively to assure the conditions in which people can be healthy.‖ Moving from talk to 
action to achieve improved health is difficult. An important first step to move from talking about 
health disparities is to assure understanding amongst public health practitioners of the root 
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causes of poor health. This requires a deeper look at the historical forces, policies, and practices 
that have caused unintended consequences and has led to poor health outcomes.  
As reviewed in this paper, the key concepts in the literature speak to the root causes of 
health disparities. An assumption is that the training curricula address the key concepts identified 
in the literature. The schools of public health have responded to this issue through the 
development of a set of core competencies and most recently the crosscutting competency. 
Although these competencies are in place, there is no guarantee that every school will offer 
classes that address these key concepts. In practice, the NACDD survey revealed a minimal 
amount of training for staff on these key concepts. In addition, the field is responding to the need 
for training on the key concepts through the development of training curricula.   
Clearly, there is a lack of knowledge and training to address the issue of SDOH, health 
equity and health disparities within the schools of public health and practice. The transformation 
of public health to encompass the goal of assuring health equity requires training for members of 
the existing and future public health workforce that incorporates historical understanding of the 
public health role in social movements as well as the integration of relevant theories and 
knowledge from political, social, ethical and other disciplines. (National Expert Panel on Social 
Determinants of Health Equity, pg 25, 2009). 
This issue must be addressed through not only competency and training of students and 
staff, but through leadership development to enhance the public health system to increase 
capacity to address these key concepts. The purpose of public health is to improve the public‘s 
health. Increased understanding of the social determinants of health, health equity and health 
disparity is a crucial first step in the practitioner‘s role to public health improvement. If 
leadership approaches this work in a technical manner, I fear that the efforts will be 
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unsuccessful. To lead is to live dangerously because when leadership counts, when you lead 
people through difficult change, you challenge what people hold dear- their daily habits, tools, 
loyalties, and ways of thinking – with nothing more to offer than a possibility. People will push 
back when you disturb the personal and institutional equilibrium they know. Leadership is worth 
the risk because the goals extend beyond material gain or personal advancement. By making the 
lives of people around you better, leadership provides meaning for life. It creates purpose. 
(Heifetz and Linsky, 2002).   
Over the last fifty years, a change has emerged in the understanding of the factors that 
prevent chronic disease and lead to good health. Health professionals began to see that good 
health and disease prevention is a lot more than medical effects and negative life style choices. In 
1948, the World Health Organization declared that, more than the absence of disease, health is ―a 
state of complete physical, mental, and social well being and not merely the absence of disease 
or infirmity.‖ 
The social determinants of health are the conditions in which people are born, grow, live, 
work and age, including the health system. These circumstances shape the distribution of money, 
power, and resources at global, national, and local levels, which are themselves influenced by 
policy choices. The social determinants of health are mostly responsible for health inequities - 
the unfair and avoidable differences in health status seen within and between countries. (WHO, 
2009)  Many people in our society do not have exposure to adequate determinants of health in 
their everyday lives. They may lack access because of poverty, homelessness, distance, or related 
reasons. They may be denied access because of racism, discrimination, or related reasons. This 
can create health inequities, leaving those who are left out not as well equipped to achieve their 
full health.  
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Health equity–that is, striving to eliminate health disparities strongly associated with 
social disadvantage—can be thought of as striving for equal opportunities for all social groups to 
be as healthy as possible, with selective focus on improving conditions for those groups who 
have had fewer opportunities. Drawing upon human rights concepts pursuing health equity 
means removing obstacles for groups of people—such as the poor, disadvantaged racial/ethnic 
groups, women, or persons who are not heterosexual—who historically have faced more 
obstacles to realizing their rights to health and other human rights.(Braveman, 2006) 
To fulfill the promise of public health‘s work to improve health of populations there must 
be a concentrated effort of the development of skills and understanding of SDOH, health equity 
and health disparity amongst leadership and staff. A coherent strategy for achieving health equity 
is desperately needed. As the Institute of Medicine states, ―All members of a community are 
affected by the poor health status of its least healthy members.‖ (Smedley BD, Stith AY, Nelson 
AR, editors, 2002) Poor health is not only a burden to those affected. It overburdens the health 
care infrastructure, increases the spread of infectious diseases, and wastes health care resources 
and national wealth. Poor health jeopardizes our independence, responsibility, dignity, and self-
determination. Good health for all is precious; it enables us to be productive, learn, and build on 
opportunities. A significant health gap exists in our nation, and it harms us all. (Prevention 
Institute, January 2009) 
Moving forward on the health equity agenda requires bold moves on behalf of many. The 
first step is increasing the awareness of the root causes of inequities. I submit the following list 
of recommendations for implementation consideration by the public health system, leadership, 
and academia. 
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Recommendations    
Public Health System 
 Forge a ―health equity‖ partnership between National Association of City and County Health Officials, Association of 
State and Territorial Health Officials, Directors of Health Promotion and Education, National Association of Chronic 
Disease Directors and Centers for Disease Control and Prevention. Suggested outcomes of the partnership: 
o Develop agreement on terminology and related concepts and widely disseminate  
o Develop a white paper defining  the roles of public health related to these key concepts 
o Develop or adapt a curriculum for current public health workers and disseminate 
o Develop a communication  plan that includes tools and information on the terminology and key concepts  
o Provide related training, tools to ensure the ―health equity partnership‖ membership understands, and is 
promoting these concepts.  
 Utilize the terminology developed in the health equity partnership as a basis for accountability measures for SDOH; 
incorporating both traditional and non tradition health indicators that are reflective of SDOH and the impact that 
public health has on these issues.  
 Develop a national educational awareness effort highlighting the concept of equal opportunity to promote health 
equity. There is a need for tools and information to help frame the issue of equal opportunity that engages all facets of 
society. These tools will assist in identifying why different parties should work together to achieve common goals.  
 Address the issue of categorical funding that contributes to siloed program centric work. Provide flexible funding for 
state and local public health that allows for addressing root causes of poor health outcomes and that is linked to an 
accountability mechanism. 
 Include in Healthy People 2020, measures that address staff and leadership competencies related to SDOH, health 
disparity and health equity.  
Leadership 
 Ensure that terminology, curriculum and key concepts of SDOH are added to all public heath leadership institute 
opportunities  
 Develop opportunities to increase leadership capacity to lead adaptively. Skill building opportunities in areas such as 
dialogue, appreciative inquiry, listening and critical or systems thinking would be beneficial.  
 Assure, at a minimum, all new employees of state and local health departments receive training and ongoing 
information on the key concept areas.  
 Increase opportunities to enhance the understanding of the importance of framing issues. The importance of 
communicating these issues cannot be stressed enough in its usefulness of engaging partners in this work.  
 Further expand the capacity of epidemiology and evaluation staff. The expectation for accountability is increasing 
and demonstrating any improvements in efforts is imperative for future support and or funding for public health. 
 Incorporate health equity competencies into job descriptions  
 Consider possible formation of state level ―chapters‖ of the health equity partnership to build a base of support and 
sustainability. 
Academia  
 State and local health departments should collaborate with schools of public health to expand learning opportunities 
for current public health students.  
 The ―health equity partnership‖ in conjunction with the Association of Schools of Public Health should pursue 
methods to encourage prospective students who are from low income or communities of color to pursue public health  
 Advocate that all schools of public health address key components of the crosscutting competency sets.  
 Continue to identify opportunities to develop further critical thinking skills. 
o  Practical application of this would be through incorporation of Health Impact Assessment training and 
practice in schools of public health.  
o Incorporate the concept of chain of events or cumulative impact of SDOH is an important link to systems 
thinking and partnership development. 
 Incorporate cultural humility into training/curricula as opposed to just cultural competency. 
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